INTRODUCTION
The traditional view of bipolar disorder (BD) is that of a condition characterized by good outcome and complete recovery from acute episodes of the illness. However, research over the past few decades has clearly shown that a substantial proportion of remitted patients with BD continue to display subsyndromal symptoms, neurocognitive deficits and impairments in occupational and social functioning [1] [2] [3] . The diverse nature of these disabilities in BD suggests that measures beyond mere clinical symptoms are required to truly estimate the psychosocial impact of the condition during remission. Measures such as quality of life (QOL) or level of functioning are useful, but they do not generally provide much information about how the illness-related dysfunction or lack of satisfaction with treatment can be alleviated.The concept of "health-care needs" appears to overcome this shortcoming being a measure of outcome, in which subjective perceptions of patients and caregivers are evaluated in order to determine ways of improving the outcome of the illness [4] . The National Health Service and Community Care Act [5] defines "need" as the "requirement of the individual to achieve, maintain and restore an acceptable level of social independence and QOL". A health-care need is considered to be present when because of symptoms, distress or disability, the patient's level of functioning is not optimal due to some potentially remediable or preventable cause [4] . Accumulating evidence indicates that the extent to which needs of patients is met predicts their levels of disability, QOL, and satisfaction with treatment [6, 7] . Accordingly, examination of needs and their correlates not only serves as the basis for improved treatment and judicious resource allocation, but also as a comprehensive indicator of the psychosocial status of patients and their psychosocial outcome following treatment [8] . Finally, in order for patients to become partners in their own treatment, it is important to understand and prioritize their personal wants and needs [4] . Despite the obvious implications of examining health-care needs of patients, very few studies have chosen to focus exclusively on examining needs among patients with BD. This contrasts with the large amount of literature available on needs of patients with other mental illnesses, particularly schizophrenia. Accordingly, the current study aimed to assess health-care needs and their correlates among patients with BD in remission, compared to those with remitted schizophrenia. Given the paucity of literature in this area, the first objective was to document the number and types of needs found among patients with BD in remission. To provide a context for the findings in BD, comparisons were carried out with health-care needs among patients with remitted schizophrenia and the correlates of health-care needs were also examined. Schizophrenia was chosen as a comparison group because of the substantial Neogi R et al . Health-care needs in remitted bipolar disorder amount of research data on health-care needs available for this condition. Based on previous research it was hypothesized that the number and types of healthcare needs in BD would be similar to schizophrenia and would be associated with patient-functioning, symptomseverity and QOL. Since some differences between patients' and caregivers' evaluation of needs has been reported earlier [9, 10] , health-care needs were assessed both from the perspective of patients and their relatives. The eventual findings were expected to yield a better understanding of health-care needs among patients with BD in remission.
MATERIALS AND METHODS

Approval/consent
The protocol was approved by the ethics and research committees of the institute where it was conducted. Written informed consent was sought prior to induction and other ethical safeguards were maintained during the study.
Participants
Patients along with their relatives were recruited from those attending the outpatient psychiatric services of a tertiary-care hospital in north-India. Patients aged 18-60 years,with a diagnosis of BD or schizophrenia as per DSM-IV criteria [11] , determined using the Mini International Neuropsychiatric Interview (MINI) [12] were included. Patients with BD had to be in remission, which was defined cross-sectionally as a score of < 8 on the 17-item Hamilton Depression Rating Scale [13] and a score of < 6 on the Young Mania Rating Scale [14] . Further, only those patients with BD without acute episodes in the 3-mo period prior to intake were included based on information from patients, relatives and case notes. Finally, patients had to be on a stable dose of psychotropics, i.e., not more than 50% hikes or reductions in dosages in these 3 mo. Patients with schizophrenia were included if they met remission criteria of Andreasen et al [15] on the Positive and Negative Syndrome Scale for Schizophrenia (PANSS) [16] . Similar to patients with BD, only patients with no exacerbations of positive or negative symptoms and on stable doses of psychotropics in the 3-mo period prior to intake were included. Additionally, both patient groups were matched on age, gender, residence (urban/ rural) and duration of illness. Patients with comorbid psychiatric or physical illnesses, substance use disorders (except nicotine use) and organic brain syndromes were excluded. Over a period of about a year, 150 outpatients with BD and a matched group of 75 outpatients with schizophrenia who fulfilled the selection criteria were inducted along with their relatives.
Assessments
Apart from confirming diagnoses with the MINI and rating symptoms, demographic and clinical details were recorded using structured formats. The principal instrument employed to assess health-care needs was the Camberwell Assessment of Need-Research version (CAN-R) [17] . The CAN-R consists of clinical and social needs divided into 22 areas. In each of these areas there are four sections, which assess the severity of need, current help received from friends or relatives, help from social services and outpatient clinics, the adequacy of help and satisfaction with the help received on a four-point scale. Though the CAN-R is a valid and reliable instrument for assessing needs of people with severe mental illnesses, it appeared to leave out some of the needs commonly reported by Indian patients. To evaluate health-care needs felt to be more relevant for Indian patients and treatment-settings, an additional instrument which was designed to cover those areas of needs not specifically covered by the CAN-R was used. The structure and scoring pattern of this instrument was similar to the CAN-R, but it had 21 items/areas not covered by the CAN-R. This scale has been used in a multi-centric Indian study on needs of patients with severe mental illnesses [18] . Finally, the level of functioning of patients was assessed using the Global Assessment of Functioning Scale (GAF) [11] and their QOL using the World Health Organization Quality Of Life-BREF version in Hindi (WHOQOL-BREF) [19] .
Statistical analysis
Data were analyzed using the Statistical Package for Social Scientists, version 15.0. Continuous variables in the two groups were compared using "t" tests or MannWhitney tests, and ordinal and nominal variables using χ 2 tests. To examine the association between healthcare needs and clinical and demographic correlates, Pearson's Product Moment Correlation coefficients (for normally distributed continuous data) and Spearman's Rank Correlation coefficients (for ordinal data with nonnormal distributions) were estimated. Significance was set at 5%; P values were also adjusted for the multiple correlations carried out by using the Bonferroni correction. Separate stepwise multiple regression analyses with total and unmet needs on the CAN-R as dependent variables were carried out using patients' and relatives' reports to determine the correlates of health-care needs.
RESULTS
Profile of participants (Table 1)
Patients with BD were more likely to be married and in paid employment compared to those with schizophrenia. Relatives of patients with BD were more likely to be women and more likely to be their spouses, whereas parents outnumbered spouses in the schizophrenia group. All patients were on treatment. Clinical profiles of both groups were comparable.
Needs assessment on the CAN-R: Patients' reports (Table 2)
Though the total number of needs was relatively high among both patient groups, more than 60% of the total needs were perceived as being met. The mean number of total, met and unmet needs reported by patients was significantly higher for schizophrenia than BD. However, the pattern of individual needs was largely similar with the eight most common domains of needs in both groups being: Help with providing welfare-benefits, information about the condition and its treatment, help with household skills, help for allaying psychological distress, the need for company and social life, help regarding physical-health problems, help with daytime activities, help with self-care, and help for coping with psychotic symptoms. Among these domains, needs were perceived to be unmet in the areas of welfarebenefits, company, and information (mainly for schizophrenia) by a greater proportion of the patients. Patients with schizophrenia reported significantly greater needs in some additional domains including help with psychotic symptoms, the need for company, telephones and transport, and financial needs. (Table 3) The overall pattern of needs and the eight most common needs reported by relatives was similar to that of patients. Like patients about 60% of the total needs were perceived to be met by relatives. Additionally, the mean number of total needs and met and unmet needs were significantly higher for those with schizophrenia than those with BD. Certain significant differences were, however, noted between patients and relatives. For the BD group, the mean number of total needs (t = 1.97; P < 0.05) and unmet needs (t = 2.01; P < 0.05) was significantly higher according to the relatives. Similar to patients' reports, the need for help with psychotic symptoms and for transport were greater among those with schizophrenia, but unlike patients, relatives reported significantly greater total needs in the domains of accommodation and help with the household skills. Finally, while in the BD group, the need for welfare benefits and company (among the eight most common needs) were perceived as being largely unmet, in the schizophrenia group unmet needs were greater in two additional areas of help with daytime activities and information about the condition and its treatment, where the proportion of relatives reporting unmet needs was significantly greater than those reporting information needs to be met (χ 2 = 13.79; P < 0.01).
Needs assessment on the CAN-R: Relatives' reports
Help received and satisfaction with help: Patients' and relatives' reports
Patients' and relatives' reports about the help received from formal (health-care services) and informal sources (family), and their satisfaction with this help revealed certain common trends across both patient groups. Firstly, both patients and relatives reported that they had hardly received any help from either formal or informal sources and were largely dissatisfied with the help received in three of the eight areas where needs were commonly expressed including welfare-benefits (93%-98%), information about the condition and its treatment (59%-73%), and the need for company and social life (45%-56%). In the areas of help regarding physical-health problems and with daytime activities, some help was received from friends and family; still, about a-third to half of the respondents were dissatisfied with help received. In the areas of help with the household skills and for allaying psychological distress, majority of the respondents (73%-100%) reported receiving help from informal sources, and were satisfied with the help received. In the area of psychotic symptoms, a majority of the patients with schizophrenia and their relatives (85%-90%) acknowledged receiving help from health-care services and were satisfied with the help received; though respondents in the bipolar group did not receive much help from formal sources, the majority were still satisfied by the help received in this area (83%-90%).
Additional evaluation of health-care needs of patients (Table 4) Results of the additional evaluation of needs showed that a larger proportion of the needs (over 90%) reported by patients or their relatives were unmet in contrast to the CAN-R evaluation. Similar to the CAN-R evaluation, total, met and unmet needs were significantly greater among those with schizophrenia. Common areas of needs included those for free treatment, reimbursement of medical expenses, financial help, help with work or job reservations, travel concessions, and the need for psychoeducation. Patients expressed the need for travel concessions, disability certificates which would enable them to avail welfare-benefits, and the need for selfhelp groups, while relatives reported needs in the areas of rehabilitation and help with the stress of caregiving. Not unsurprisingly, the majority of the respondents (79%-100%) reported that they had received little help in these areas. Unlike the CAN-R evaluation, there were no differences between the patients' and relatives' reports.
Correlates of health-care needs (Table 5)
Univariate associations between health-care needs and demographic, clinical and psychosocial variables revealed that the GAF and the WHOQOL-BREF scores demonstrated significant inverse associations with total needs based on relatives' reports, and unmet needs based on reports of both patients and their relatives. Table 5 also includes the results of separate stepwise multiple regression analyses with total needs and unmet needs being the dependent variables in each analysis. The GAF scores, PANSS positive scores, and scores on the psychological-health domain of the WHOQOL-BREF explained about 25% variance in the total needs scores (GAF scores -18%; PANSS positive scores -5%; 21 (14) 18 (12) 3 (2) 10 (13) 6 (8) WHOQOL-BREF psychological-health domain scores -2%) according to relatives' reports. The same variables explained about 28% to 35% of the variance in unmet needs scores according to patients' or relatives' reports, with 22% to 29% of the variance being explained by the GAF scores alone.
DISCUSSION
There could be two possible reasons for carrying out assessments of health-care needs in any group of patients [4, 7, 8] . Firstly, the needs elicited serve as a comprehensive index of the psychosocial outcome of the disorder. Secondly, such assessments provide a picture of needs from the perspective of patients and their relatives, indicating areas that could be targeted to improve the outcome of the disorder. The results of this study provide information particularly for remitted patients with BD on these two aspects.
Health-care needs among patients with BD according to patients
The average number of total needs reported by the patients themselves on the CAN-R was about six, which fell within the range of 4 to 10 needs reported by patients with severe mental illnesses on the CAN-R [18, [20] [21] [22] . Though comparison with other studies was difficult because of differences in patient-samples, methodology and assessment instruments, the mean number of total needs among patients with BD of the present study was quite similar to previous reports of patients with either BD [23] [24] [25] , or severe mental illnesses including BD [9, 18, 22, [26] [27] [28] . Combining the findings of the CAN-R and the scale for additional evaluation of needs suggested that needs were most frequently expressed in three or four broad clusters. The commonest of these were economic and welfare needs including needs for welfare-benefits, free treatment, financial help, travel concessions or disability benefits and help with obtaining jobs.The second group consisted of the need for information about the condition and its treatment, and for psychoeducational programmes for meeting this need. The third group consisted of social needs such as the need for help with household skills and help with psychological distress, the need for company and help with daytime activities, and the need for self-help facilities to cater to these social needs. Finally, physical health needs and the need for treatment of psychotic symptoms were also commonly expressed. The pattern of needs reported by patients of the current study was broadly similar to the ones reported by other studies of BD, which have found that needs are most frequently expressed in social, treatment, informational, and economic or welfare domains [9, [23] [24] [25] . On the CAN-R a majority of the patients and relatives reported their needs to have been met. Nevertheless, needs in the areas of economic and welfare-benefits, information, company, daytime activities and physical (41) 17 (11) 39 (52) 31 (41) 8 (11) 0.01 Psychotic symptoms 47 (31) 37 (25) 10 (7) 69 (92) 59 (79) 10 (13) (21) 19 (13) 12 (8) 14 (19) 9 (12) 5 (7) 0.12 Alcohol 11 (7) 8 (5) 3 (2) 2 (3) 2 (3) 0 (0) 1.23 Drugs 18 (12) 5 (3) 13 (9) 4 (5) 2 (3) 2 (3) 1.82 Company 83 (55) 37 (25) 46 (31) 45 (60) 18 (24) 27 (36) 0.44 Intimate relationships 25 (17) 10 (7) 15 (10) 12 (16) 3 (4) 9 (6) 0.02 Sexual expression 13 (9) 5 (3) 8 (5) 2 (3) 0 (0) 2 (3) 2.01 Child care
25 (17) 20 (13) 5 (3) 12 (16) 8 (11) 4 (5) 0.02 Basic education 8 (5) 5 (3) 3 (2) 7 (9) 6 (8) 1 (1) 1.28 Telephone 34 (23) 28 (19) 6 (4) 25 (33) 21 (28) 4 (5) 2.94 Transport 26 (17) 13 (9) 13 (9) 24 (32) 14 (19) 10 (13) 6.22 a Money 31 (21) 20 (13) 11 (7) 24 (32) 10 (13) significantly greater proportion of relatives than patients with schizophrenia reported that needs in the area of information about the condition and its treatment were unmet (χ 2 = 13.79; P < 0.01). BD: Bipolar disorder.
health-care needs were largely perceived as being unmet, and participants were mostly dissatisfied with the help received from the health-care services. In other areas patients received help from friends and family; therefore, these needs were reported as being met, and patients were satisfied with the help received. The additional evaluation also confirmed that economic, welfare and information needs were the ones most likely to remain unmet. The proportion of met vs unmet needs and the types of unmet needs in this study were very similar to several Indian studies, which have assessed health-care needs among patients with severe mental illnesses including schizophrenia and BD [18, 22, 25, [29] [30] [31] . The pattern of primacy of economic and welfare needs in Indian studies is also quite unlike the pattern of needs reported in Western studies, where a greater amount of help and benefits are usually received from health-care services; therefore, social needs are more often unmet than economic, welfare or treatment needs [7, 24, [32] [33] [34] [35] . These differences clearly reflect the inadequate support that patients receive from formal health-care services in India, which forces them to turn to their family and friends to fulfil their needs [18, 22, 26] . They also emphasize the fact that socio-cultural factors such as the preeminence of the family in providing care, and the limited reach of the local health-care services probably have a greater bearing on the pattern of needs, particularly unmet ones, than other factors such as the type of psychiatric disorder [20, 36, 37] .
Comparison of health-care needs between patients with BD and schizophrenia
That the type of psychiatric disorder has minimal influence on expressed needs was endorsed by other results of this study, which indicated that there were very few differences between patients with BD or schizophrenia in most aspects of health-care needs assessed. Nevertheless, the total number of needs, the number of met and unmet needs, and needs in the domains of company, financial help, transport and telephones were all significantly higher for schizophrenia. This was a consistent finding on the CAN-R as well as the additional evaluation of needs and across reports of both patients and their relatives. This was probably because patients with schizophrenia had greater levels of residual psychopathology even in their remitted stage than patients with BD. The fact that patients with schizophrenia reported greater needs in the area of psychotic symptoms, and that the severity of positive psychotic symptoms was associated with the extent of total and unmet needs provided further support for the notion that residual positive symptoms contributed to the greater number of needs in schizophrenia [30] . However, apart from these differences, the pattern of needs including the seven or eight areas where needs were commonly expressed, either on the CAN-R or on the additional evaluation were largely similar between the two groups. Other comparisons of health-care needs between schizophrenia and BD have generally reported a similar profile in both disorders [18, 25, 27, 28] , though one study found that patients with affective disorders had higher levels of unmet needs in certain areas [9] .
Health-care needs: Patients vs relatives
Relatives' reports of needs on the CAN-R, including the most common needs, the overall pattern of needs, the proportion of needs met, and the differences between schizophrenia and BD were mostly similar to that of patients. However, for the BD group the number of total needs and unmet needs was significantly higher according to the relatives. Finally, there some differences between patients' and relatives' reports in individual domains of the CAN-R and the type of unmet needs, with relatives usually placing more emphasis on social and informational needs than the patients themselves. This was in line with most of the previous research on the subject, which has indicated that relatives generally report greater number of needs, and/or their perceptions regarding areas of need differ from those of patients [9, 36, 38, 39] . Differing views of needs among patients and relatives could be a consequence of the additional component of caregiver-burden that relatives have to face, since certain studies have found that a higher level of caregiver-burden is usually associated with higher levels of expressed needs and differences in the types of needs reported by relatives [9, 40] .
Correlates of health-care needs
The level of patient-functioning emerged as the single most important correlate of health-care needs, particularly unmet needs among both patient groups. This was similar to earlier reports of a positive association between greater number of needs and higher levels of dysfunction [7, 18, 21, 29, 33] . Moreover, the associations between needs and functioning, between needs and residual symptoms and between needs and QOL also underlined the fact the extent and pattern of needs was a useful index of the overall psychosocial status of remitted patients with BD or schizophrenia [6, 7, 33, 34, 41, 42] .
Limitations
The findings of this study need to be viewed in the context of its methodological limitations. Principal among these was that it was a hospital-based study of remitted patients from a single centre; this hinders the generalization of its results to other patient populations with differing clinical profiles. Moreover, though the CAN-R has been used among Indian patients it is yet to be properly validated in Indian settings, particularly among patients with BD. The fact that the additional evaluation carried out using a self-designed instrument yielded somewhat different findings suggests that the CAN-R might need some modifications before being used among Indian patients. many of which were unmet; (2) impaired functioning, residual symptoms and quality of life (QOL) emerged as the principal mediators of total and unmet needs; (3) relatives reported more needs than patients and a somewhat different pattern of needs than patients; and (4) despite some differences the overall pattern in which economic and welfare needs superseded treatment and social needs was very similar across BD and schizophrenia indicating that sociocultural and health-service related factors have a relatively greater impact on the pattern of needs than diagnostic categories.
Applications
The implications of these findings for the treatment of BD are that: (1) the presence of unmet health-care needs is an additional marker of the enduring psychosocial impairment characteristic of remitted BD; accordingly, treatment of BD should place greater emphasis on addressing the unmet needs of patients with BD even after patients achieve remission; (2) the input provided by relatives is vital for comprehensive assessment and management of needs in BD; and (3) it is important for future studies to incorporate the socio-cultural context while examining health-care needs in order to improve the treatment and outcome of BD.
Terminology
Health-care needs: The National Health Service and Community Care Act, 1990 defines "need" as the "requirement of the individual to achieve, maintain and restore an acceptable level of social independence and QOL". A healthcare need is considered to be present when because of symptoms, distress or disability the subject's level of functioning falls below the optimum, and this is due to some potentially remediable or preventable cause.
Peer-review
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Conclusions
These methodological lacunae notwithstanding, several findings of this study may be of relatively novel significance. Firstly, patients with BD even when they were in remission had wide ranging health-care needs, many of which were unmet. Impaired functioning, residual symptoms and QOL emerged as the principal mediators of total and unmet needs. Thus, the presence of unmet health-care needs is an additional marker of the enduring psychosocial impairment characteristic of remitted BD. Accordingly, treatment of BD should place greater emphasis on addressing the unmet needs of patients with BD even after patients achieve remission. Secondly, relatives expressed a somewhat different pattern of needs than patients, which indicates that their input is vital for comprehensive assessment and management of needs in BD. Lastly, despite some differences the overall pattern in which economic and welfare needs superseded treatment and social needs was very similar across BD and schizophrenia. This suggests that socio-cultural and health-service related factors have a relatively greater impact on the pattern of needs than diagnostic categories. Though examination of health-care needs in BD remains a priority area for further research, it is equally important for future studies to incorporate the socio-cultural context while examining health-care needs of remitted BD, since this appears to be the appropriate way to improve the treatment and outcome of BD.
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